lllinois Department of Public Health

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

PRINTED: 07/06/2022
FORM APPROVED

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

IL6003610

WING

{X2) MULTIPLE CONSTRUCTION
A. BUILDING:

(X3) DATE SURVEY
COMPLETED

Cc
05/19/2022

NAME OF PROVIDER OR SUPPLIER
GL.ENVIEW TERRACE NURSING CTR

1511 GREENWOOD ROAD

GLENVIEW, IL 60025

STREET ADDRESS, CITY, STATE, ZIP CODE

(X4}
PREFX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

ID
PREFIX
TAG

CROSS-REFERENCED TO THE APPROPRIATE

PROVIDER'S PLAN OF CORRECTION

X5,
(EACH CORRECTIVE ACTION SHOULD BE P

COMPLETE
DATE

DEFICIENCY)

S K0

S9999

Initial Comments

Complaint Investigation
2293373/1L146387

| 2293469/1L146531
| Facility Reported Incident of
'04/24/2022/#I1L145531

Final Observations
Statement of Licensure Violation:

300.610a)
300.1210 b)5)
300.1210 c)

300.1210d)6)

Section 300.610 Resident Care Policies

a) The facility shall have written policies and
procedures governing all services provided by the
facility. The written policies and procedures shall
be formulated by a Resident Care Policy
Committee consisting of at least the
administrator, the advisory physician or the
medical advisory committee, and representatives
of nursing and other services in the facility. The
policies shall comply with the Act and this Part.
The written policies shall be followed in operating
the facility and shall be reviewed at least annually
by this committee, documented by written, signed
and dated minutes of the meeting.

Section 300.1210 General Requirements for
Nursing and Personal Care

b) The facility shall provide the necessary
care and services to attain or maintain the highest
practicable physical, mental, and psychological
well-being of the resident, in accordance with
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each resident's comprehensive resident care
plan. Adequate and properly supervised nursing
care and personal care shall be provided to each
resident to meet the total nursing and personal
care needs of the resident.

5) Al nursing personnel shall assist and
encourage residents with ambulation and safe
transfer activities as often as necessary in an
effort to help them retain or maintain their highest
practicable level of functioning.

c) Each direct care-giving staff shall review
and be knowledgeable about his or her residents'

' respective resident care plan.

Pursuant to subsection (a), general
nursing care shall include, at a minimum, the
foliowing and shall be practiced on a 24-hour,

| seven-day-a-week basis:

6) All necessary precautions shall be taken
to assure that the residents' environment remains
as free of accident hazards as possible. All
nursing personnel shall evaluate residents to see
that each resident receives adequate supervision
and assistance to prevent accidents.

These requirements are not met as evidenced by:

A. Based on interviews and record reviews, the
facility failed to have effective fall interventions in
place for a resident assessed to be at high risk
for falls, confused, and with poor safety
awareness. This failure applied to one (R281) of
one resident reviewed for accidents and
supervision and resulted in R281 being

| emergently transferred to the hospital with a

diagnosis of an acute comminuted periprosthetic
fracture in the mid to distal left femur.
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